MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH -63-009639
D::ARTM ENTor Py Bhl:m::a;:nT;ﬂ:: :Iow_a_l-::_t_s.l.&rlmaw Registration District No. __ms —Registrar's No. 2228 STATE FILE NUMBER

DO NOT WR ——
ON THIS STUB AMENDED

. PLA 2. USUAL RESIDENCE (Where deceased Iwad If institution: Residence before
s. COUNTY s STATE MO ) b. COUNTY ° admission}

b. Cé'{!\' (if outride corpornte. limits, give TOWNSHIP only): Length of stay in' 1b C. cOl? . Inside Limits
town  St.Louls, Mo. 3 mos. 9 days town Kinlock Yo. B NoO

<. F%é' NMI:.‘E QF (If NOT in hospital, give location) inside Limits d. :EI[!)%EEES {If outside, q-ive location) Rezide on Farm
nstiuTion. St,Louis State Hospital |vem mem 8335 ~ 5th Ave., Yes [ No (X

V5 300
Rev. 4/59

1

DATE'AMENDED

2402

S

3. NAME OF DECEASED Firet T hiddls ot 1< DA Fonth
(Type ar print) OF

SALLIE WILLOUGHBY DEATH Feb, 24,
5. SEX &. COLOR OR RACE 7. Married [] Never Married (] |B. DATE OF BIRTH | 9- AGE (lest birthday) [IF UNDER 1 YEAR | IF UNDER 24 HR
FPemale . Ne gress Widowed KJ Divorced [ 2_7_83 80 yrs. Months ] Days | Hours Min.
"10a. USUAL OCCUPATION (Give kind of work done | 105. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHFLACE (City and siste or country) | 12, CITIZEN OF WHAT COUNTRY

d ost of working life, if retired
uring m. working life, aven if retired) Hollygrove, Ark, U.5.4.
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND QR WIFE

John W, Dennis 2  Kizahia (27).
I5. WAS DECEASED EVER IN U.S. ARMED FORCES? 14, SOCIAL SECURITY NO. 17. INFORMANT Address
(Yes, no. or unknown} |{If yer, give war or dafes of service) Records of St.louis State Hospital

£
. (b), and ¥ : T ETWEEN
T o BT Wad ey, O B Smal rylesTine| S Npoam
IMMEDIATE CAUSE {a) el a

)

o

DOCUMENT .

which gave riss to
sbove ceuse (a),
stating the under-
Tying cause last,

Conditlom,. if my.] DUE'TO (b} F‘ ‘b r?ﬂé ‘ CI-J L" 15(‘0 ‘4 S

DUE 0 (c) | 7 . 570'3

PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART IIl. If decessed was fomale was
diseass condition given in PART | {a) . there"a pregnency in last 90 days.’

A’- S. "u D‘. ' . ot - IDYﬂI[;NelDUnlmm
9. WAS AUTOPSY | 20a. ACCIDENT  SUICIDE HOMD|C|DE 20b. DESCRIBE HOW INJURY OCCURRED. (Erter nature of Injury in PART | or PART II of item 18.)
RME Orw} ) .

PER
vesB) NO OO - .

-20c. TIME OF Hour Month, Day, Year
INJURY am.
p-m.
. PLACE OF INJURY [e.9., in or sbout home, | 208 CITY, TOWN, OR LOCATION COUNTY
2. wd'i{,RY ocv%g(eo 2. farm, factory, street, office bldg., etc.} '.

NOT WHILE AT WORK

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

to. 2—21*—63 and [nst uw.r:;‘alin on. 2""214"'_63

hadeliaha '_'m on Ih_o date stated sbove, and to the bﬁf of my knowledge, from the causes stated.

21. | attended the deceased from ,1}-:15"62
Death occurred at. *

228, SIG| p0 or title) 22bh. ADDRESS ) 22¢. DATE SIGNED
e % LA LB 1228
235 BURIAL, CREMATION, | Z3b. DATI Zic, NAIE OF METERY R C 73d. LOCATIO [City, thwn. or county] 6 el
REMOVAL (Spacify) ' ae /g, K 1 X Ul
24. I:Iﬁ}:lﬁgl‘lzﬁ!}cﬂ)k . / ADDRESS g 25 DATE RECD. BY LOCAL REG. |26, %WIGN RE - ” [
Boyd Bros Funeral ‘Home Finney 7 1 e A4

USE BLACK INK

TYPEWRITER RIBBON
SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




Y - )
"' STATEMENT BY LICENSED EMBALMER
- i .\ . "

1 hereby certify that the body whose name is rec-o;.ded on the reverse side of this certificate was embalmed by me,

or by ’ ’ ‘ _— - - . . §tudent Embalmer No.

‘working under my personal supervision. f

N . - - - &, .
B o N e
Student _ Signed_ r
Signature of Student Embalmer _ .

’ ) - . Licensed Embalmer No. 6‘7f ‘/
. L PO Addes/208 Ula [/Fely

- ~
y - - -

1.

Nofe The above MUST BE SIGNED BY THE LUICENSED EMBALMER in hls OWN HANDWRITING (Failure to comply
with the above constitutes grounds. for revocation of license).

If embalmed by & STUDENT, he also shall sign in his OWN handwrmng

If this boay is not ernbalrned fact should be so stated above! “\

\




